Definition
An episiotomy is a surgical incision through the perineum made to provide sufficient area for the delivery of the infant. It is one of the most common medical procedures performed in women, and has an aim to avoid lacerations of the perineum and rectum.
Nowadays, according to different obstetric protocols, 10-90% of delivering woman will have episiotomy, depending on which part of the world they are having delivery [1] .
There are three types of episiotomy: • Midline (median) episiotomy: vertical incision which is made down from the middle of the fourchet, including vaginal mucosa and also fascia and muscle underlying.
• Mediolateral episiotomy is directed laterally from the same spot, and its aim is to avoid the rectum. Mediolateral incision is approximately 45º from the midline.
• Lateral episiotomy, which is almost abandoned, because of excessive vaskularity of this region, possibility to make an injury of Bartholin's duct and bulbocavernosus muscle.
When is the right time to perform episiotomy?
Best time to perform episiotomy is when the presenting part sticks out perineum and being visible during a contraction. Too early episiotomy causes extensive bleeding and too late episiotomy causes the excessive stretching of a pelvic floor and lacerations will not be prevented [2] .
Usually, the incision is approximately 5 cm long, and it is being sutured closed after delivery. Repair of the local tissue took approximately 7 days [3] .
Historical data
From the historical point of view, the episiotomy, as a surgical incision in the delivery, was described in the 18 th century, and performed through 19 th century. The worldwide rate of episiotomy increased dramatically in the early 1900's, coinciding with the movement of delivery from home to hospital. In the beginning of 20 th century, obstetrician DeLee first noted, that there are strong reasons of the routine usage of mediolateral episiotomy, especially in nulliparous women: prevention of extensive blood loss, prolapses of genital organs, and shortening of the second delivery stage [4] . Later in 20th Century, episiotomy was the standard obstetrics intervention worldwide, with incidence of the approximately 60% of all deliveries, especially in the nulliparous women.
According to DeLee΄s arguments, there are many benefits for the neonate: prevention of injuries, shoulder dystocia and later mental retardation of the infant. In practice, benefits for the mother are reported as reduction in severe lacerations, and later prevention of sexual dysfunction, also urinary and fecal incontinence [1, 5] .
Controversy about common usage
In the highlight of common usage, some researchers have found that routine episiotomies have some bad consequences: surgical incision is more extensive than a natural tear of tissues, an episiotomy causes pain during sexual intercourse in the months after delivery [6] .
Many clinical investigations, published as a historical review in 1990 th showed increasing rate of severe perineal lacerations in a women undergoing midline episiotomy [2, 7] . In one large retrospective cohort study about median episiotomy and perineal lacerations, which includes 6522 primiparous women, were found very serious results, and they are: more than 20% women with median episiotomy had severe perineal laceration, and that means lacerations of external muscle of anal sphincter, against 4.5% without episiotomy at all [8] .
In the aim to compare routine and restrictive use of episiotomy, we also searched the literature: Cochrane review of the existing literature from 1980 th to the end of 2009 th , and found that the routine episiotomy does not protect against urinary or anal incontinence in a period postpartum comparing to restrictive use [9] . Comparing maternal healing outcomes and pain of routine and restrictive episiotomy, in a five studies, in the three of them were no significant difference. There is no evidence that episiotomy reduces dyspareunia [10] .
Complications of episiotomy

5.1.Bleeding and infection
Infection of episiotomy can be very simple, but also can be more complicated as necrotizing fasciitis or muscle necrosis. Simple infection includes only the skin and subcutaneous tissue. The signs are local edema and exudation. Infection may lead to the dehiscence of the wound [11] .
In a large retrospective study, Jovanovic et al. (2009) reported positive microbiological findings of cervicovaginal smears in 11% of women in labour and puerperium. Most frequently isolated microorganisms were Echerichia Coli (43.8%), Enterococcus spp (27.9%), and Streptococcus agalactiae group B (13.6%), and they make 75% of total isolated microorganisms. Positive microbiological smears from episiotomy wounds were found in 1.3% cases. According to the results of susceptibility tests, bacteria Escherichia coli was sensitive to trimethoprimsulfometoxazole, Enterococcus spp. to macrolides and third generation cephalosporins, while both types of microorganisms were sensitive to synthetic penicillins, and fluoroquinolones [12] . The other authors also found that about 5-15% of wound infection, and suggested that timely given intravenous broad-spectrum antibiotics therapy, usually a third generation cephalosporin or Clindamycin and Gentamicin with anaerobic cover, could solve the problem. Samples from the cervix and vagina should be obtained for culture [13, 14] .
The signs and symptoms of necrotizing fasciitis are edema and erythema; the skin is blue or brown, often separated from the deep fascia, and gangrene may occur. Patient feels a lot of pain. The most often microbyological finding is Streptococcus group A. In this case also, adequate therapy is surgical exploration, repair of the wound and appropriate antibiotics. If the muscle tissue ia also involved myonecrosis could be observed, caused by Clostridium perfrigens [15, 16] .
In some cases of non restrictive use of episiotomy, there is an increased risk of post partum bleeding. More restrictive use does increase the risk of serious perineal injury [17] .
When bleeding is not completely stopped during repair of the episiotomy, a collection of blood may form behind the suture line, making hematoma. The most usual types of hematoma are vaginal and vulvovaginal hematomas, and rare paravaginal hematoma. They might be very small, but they also may be massive retroperitoneal hematomas, which could be fatal. The most frequent symptom is pain and pressure in the rectal region, and fluctuating palpable mass in iliacal region. In cases of hematoma formation, the incision must be repeated to drain the collection of blood. The episiotomy must be sutured once again or the site may be allowed to heal naturally over time, in the cases of smaller hematoma [18] .
Assuming all mentioned above, pre delivery counseling needs to comprise detection and correction of anemia prior to delivery.
5.2.Perineal lacerations
In many publications which examined the risks and benefits of episiotomy, in a Cochrane review of the existing literature from 1980 th to the end of 2009 th , authors concluded that none of three studies that examined midline versus mediolateral episiotomy, showed enough quality to be included in their review. Although there were many investigations, there is a conclusion that the majority of studies were of very poor quality [19] .
The JAMA review of episiotomies in 2005 th included a larger number of studies and authors came to similar conclusions: although episiotomy resulted in pain and more need for pain medications, severe perineal lacerations without episiotomy are much difficult to suture, and there is a longer need for pain medications [20] .
Extension to anal sphincter is also one of the complications of the episiotomy. The incidence of sphincter damage increases significantly when an episiotomy scar is associated with a perineal tear. Incontinence of flatus was reported six times more often by women who experienced a third-or fourth-degree perineal laceration than those without anal sphincter rupture [21] .
Episiotomy at first vaginal delivery increases the risk of spontaneous obstetric laceration in the next delivery. This is a conclusion of one large American study, which results were published in 2008 th . In this study is seen that spontaneous second-degree lacerations at the time of second delivery occurred in 51.3% of women with history of episiotomy at first delivery versus 26.7% without history of episiotomy. Severe lacerations (third or fourth degree) occurred in 4.8% of women with history of episiotomy at first delivery compared with 1.7% without history of episiotomy. This finding should take place in the obstetric practice meaning that we should respect the indications for usage of episiotomy [22, 23] . But there is a need to highlight that the mediolateral episiotomy may be also a prophylactic measure against three and four degree lacerations [24] .
Episiotomy did not decrease rates of urinary incontinence, pain or sexual dysfunction and it increased the rates of perineal laceration, suture placement and perineal repair and wound complication, if it is being sutured correctly.
5.3.Urinary incontinence
The incidence of urinary incontinence following childbirth is reported to be 30.61% during pregnancy and 6.78% postpartum, and it is more associated with multiparity [25] . Vaginal delivery is strongly associated with later surgery for stress incontinence, but the association is modified by maternal conditions and interventions during delivery. No association was found between surgery for stress incontinence and pregnancy as itself [26] .
Vaginal delivery may be associated with a greater risk of incontinence compared to delivery by cesarean. It is reasonable, according to possibility of bladder trauma, damage to the urethra, or injury to the pelvic muscles or nerves. Some studies suggest that the damage to the pelvic floor is most likely to occur during the first vaginal delivery, more often than next deliveries. In a study of Viswanathan and colleagues (2005) as a systematic review on episiotomy, which included 16 publications, we found interested conclusions. In the four data sets from two randomized controlled trials and 12 prospective cohort studies, neither of the randomized controlled studies found any correlation between postpartum urinary incontinence and episiotomy [27] .
Author Rockner examined long-term complications of delivery and reported no difference in the risk of urinary incontinence between women with and without episiotomy in a period at 4 years postpartum [28] . In the study of Arrue and colleagues (2010) there was a conclusion that urinary incontinence during pregnancy was the only risk factor independently associated with the presence of stress urinary incontinence six months after the first vaginal delivery [29] .
5.4.Rectal incontinence
In a prospective trial of 519 primiparous patients, Sartore et al. (2004) examined a 3 months period after spontaneous vaginal delivery of a monofetal pregnancies. Women with mediolateral episiotomy were compared with women with an intact perineum or spontaneous first or second degree perineal laceration. Rates of urinary incontinence and prolapse were similar in both groups; however, mediolateral episiotomy was associated with lower pelvic muscle floor strength [30] . In a study of Andrews et al. (2006) about 241 women in delivery, episiotomies which were made in the angle closer to the midline were significantly associated with anal injuries and later rectal incontinence. But also mediolateral episiotomy is an independent risk factor for anal sphincter injuries, if it is not made properly [31] .
Examination of the link between episiotomy and rectal incontinence was the topic of studies of Fritel et al. (2008) and Hartman et al. (2005) . Fritel et al. (2008) published results from a randomized trial comparing ″routine″ versus ″restrictive″ episiotomy and noted more frequent incontinence of flatus at 4 years postpartum in the group with the routine usage [9] . According to new data by Wheeler and Richter (2007) definitive recommendations for labor management are still unclear in preventing fecal incontinence [32] .
In the study of Signorello et al. (2000) it has been noted that women who had midline episiotomies had a higher risk of fecal incontinence at three and six months postpartum compared with women with an intact perineum. Compared with women with a spontaneous laceration, episiotomy tripled the risk of fecal incontinence at three months and six months postpartum, and doubled the risk of flatus incontinence at three months and six months postpartum, especially midline episiotomies [33] .
There is another argument for performing episiotomy, and that is saving integrity of the pelvic floor and proper innervations. It is well known that prolonged labors and large infants are the risk factors for disorders of pelvic floor anatomy and function [34, 35] .
5.5.Dyspareunia and sexual dysfunction
Various studies have evaluated other consequences of episiotomy, including dyspareunia and sexual dysfunction. Any scarring of the perineum either it is caused by episiotomy or by a tear, can lead to dyspareunia.
Sexual dysfunction after delivery is a common health problem. In a study of Buhling et al. (2006) 47 % of women resumed sexual intercourse within 8 weeks after delivery, 31% of the women did not experience any pain, and 49% of all patients noted significant pain during the sexual intercourse in a first postpartum year [36] . But is it related with episiotomy?
According to investigations in the Medline database, there is no significant difference in the incidence of dyspareunia after episiotomy and dyspareunia after spontaneous perineal tears, in the period of three months after delivery, if the episiotomy was disposed by experienced obstetrician [37] . Ejegard and collegues (2008) had investigated the long term quality of women's sex life in a period of two years after delivery, and concluded that there is a bad effect of episiotomy on women's sexual functioning throughout this period [38] . Danielsson et al. (2003) reported that is a 7.9% chance of having painful sexual intercourse after delivery in a group of patients with episiotomy, comparing to 3.4% in a group without episiotomy [39] .
In the investigations of Argentina's authors Carroli and Mignini (2009) in the study of 5541 deliveries, there is less posterior perineal trauma and less suturing and fewer complications in the group with restrictive made episiotomy [19] . And also there is no difference in severe vaginal or perineal trauma comparing with routine episiotomy group. Generally, according to many authors, recommendation for obstetricians is to perform episiotomy in a restrictive manner [40] .
5.6.Pelvic organ prolapse
It is well known that forceps-assisted deliveries with midline episiotomies are very often related to increased risk of sphincter tears, urinary and fecal incontinence, pelvic organ support disorders and post partum pain. Vaginal delivery may cause injury to the pudendal nerve or the anal sphincter. Obesity, older age, pregnancy and childbirth are the main risk factors for female pelvic floor disorders (urinary incontinence, anal incontinence, pelvic organ prolapse, dyspareunia). Vaginal delivery may cause injury to the pudendal nerve of the anal sphincter, or the anal sphincter itself. According to new investigations, there is no unique recommendation how to prevent it [41] .
5.7.Rare complications
There are some rare complications of the episiotomy which are well observed in the literature. One of them is endometriosis of the episiotomy scar. Endometriosis is a presence of the ectopic endometrial tissue, and it is very rare in the vagina.The chance of presence increases if there was a postpartal curettage. The symptoms of endometriosis in the vagina after vaginal delivery are: cyclic spotting and dispareunia. The surgical treatment is excision of the lesion [42] .
The finding of carcinoma in an episiotomy scar is a very rare event, but in some cases good known in literature.There are different symptoms and signs:abnormal cervical smear, metastatic tumor in episiotomy scar site and small primary tumor nodule in the vagina in a postpartum period. There is always a need for carefully ex-amination and biopsy for any changes in the episiotomy scar. Cervical cancer screening should be obligatory in the prenatal care, because there was also rare cases of carcinoma, unrecognized in the antenatal period [43] .
Currently, after evaluation of many reports, it could be concluded that there is a wide variation of episiotomy incidence, and the decision to make it is found to be linked to the actual clinical situation. So, there is still a great need for continuous education in hospital delivery according to the evidence based guidelines accepted, all owing to achieve the best for the patient's safety. This approach enables us to have less complications related to delivery, and to achieve a good quality of life after birth.
